January 16: Severe occipital headache and slight head retraction. Nausea. Pulse 60, very irregular. Respirations 14. Temperature 98°to 102'60 F. Dynamometer: Right 142; left 112. Slight spontaneous nystagmus to both sides. The exposed dura of the posterior fossa, which was now markedly bulging and pulseless, was opened by a long incision without any anaesthetic. Cerebrospinal fluid under tension. Cerebellum explored with scalpel without result, January 19: Meningeal symptoms but little relieved. Under chloroform, labyrinth opened and wire drain inserted in internal auditory meatus. In the outer labyrinth wall, deep to the facial nerve, the cholesteatoma had made a considerable excavation, with the nerve strung across it. This excavation had been shut off by bone formation from the rest of the labyrinth. January 20: Facial paralysis observed after operation. January 20-24: Temperature oscillating between 970 and 1020 F. Pulse and respirations averaged 80 and 16 respectively, and the meningeal symptoms moderated. Hernia of the brain at the dural opening. Wire drain, which did not act well, removed. January 25-27: Temperature normal.' Meningeal symptoms absent. January 29: Temperature rose to 101°and 1030 F. Meningeal symptoms recurred. Lumbar puncture; 1 oz. of cerebrospinal fluid withdrawn. Examination: "Leucocytes numerous; a few lymphocytes. No bacteria. Albumoses. Nucleo-globulins well miarked. Wyatt Wingrave." January 31: Temperature normal again. February 2: Temperature rose to 1020 F., with a reappearance of headache, and occasional irregularity in the pulse. Lumbar puncture; 2 dr. removed.
February 5 and onwards: Temperature normal. Progress uninterrupted.
The hernia has disappeared; the facial paralysis remains; the postaural wound is still open, awaiting a plastic operation.
The prompt fall of temperature and disappearance of meningeal symptoms on two occasions after lumbar puncture is not the least interesting feature in the case. I have recently had a similar experience in another case with occipital headache and malaise, without fever, following a labyrinthotomy for suppuration.
Mr. HUNTER TOD desired to ask why the jugular vein was not tied and resected at the first operation. There seemed to have been every indication for doing so; the symptoms were typical, and pus was said to have been welling up from the bulb. The subsequent condition of the patient was, he thought, partially due to the operation not having been completed at the first occasion. From his own personal experience of over seventy cases, he was -sure the best results were obtained if the big operation was done straight away, rather than postponing part of the operation, although in this particular case the recovery of the patient reflected credit on the operator. He would also like to know why it was necessary to go through the labyrinth to drain the internal meatus. If he had operated on the case he would have resected the jugular in the first instance, and if meningeal symptoms arose, he would have incised the dura mater. By removing the bone in front of the lateral *sinus, towards the semicircular canals, and then exposing the brain surface freely, the infected area could be well drained. If symptoms pointing to internal ear trouble afterwards arose, then he would open up the cochlea. In *septic cases it was risky. to drain through the internal ear.
Dr. MILLIGAN said he had intended to ask the same question that Mr. Tod had done. The welling up of pus from the bulb was an indication that the deep part of the vein, and probably the bulb also, was involved, and he -thought it would have been advisable at that moment to have ligatured the internal jugular vein. He also asked what was the reaction of the cerebrospinal fluid. Clinically, it was very important to know whether it was alkaline or acid. The normal reaction was alkaline, but if meningitis was passing from the serous to the purulent variety, the alkalinity diminished, and the reaction became acid.
Mr. ALEXANDER SHARP said Dr. McKenzie was to be congratulated upon having so ably piloted this difficult case into safety. He asked whether the cerebrospinal fluid was removed as a therapeutic measure, or for investigation. If the former, the amount seemed to be too small to be of value. Sinus cases *often produced surprises. Sometimes the classical symptoms were present, yet the surgeon found no sinus disease; at other times there might be no reason to suspect sinus disease, but it was there. He was asked to see a patient suffering from an ordinary furunculosis. On seeing her again a month later there was a diffuse inflammation of the external meatus with stenosis of the canal. The only symptom had been intense earache, which occurred every night and lasted for about three hours. Temperature and pulse normal. No previous fear trouble. On operating, pus was ound in the middle ear, the mastoid antrum and cells were congested, and on exposing the lateral sinus about i oz. of a milky fluid welled up. Convalescence was uneventful. 'There seems to be need for revision of the signs and symptoms associated with sinus disease. In this case there was nothing to suggest that condition.
Dr. MCKENZIE replied that he sympathized with what Mr. Tod and Dr. Milligan had said in regard to the labyrinth, but the case was an extraordinary one, the cholesteatomatous cavity being the largest he had ever seen. Amongst other organs invaded by the cholesteatoimia was the labyrinth; there was a comparatively deep recess behind the facial nerve, and he concluded from the appearances that the labyrinth was destroyed, and that his surgical measures would make no difference to the state of matters there. But it turned out to be one of the cases described, in which the slowly advancing disease was met in the labyrinth by the formation of an osseous barrier. When he broke into the labyrinth through this wall, he came upon clear labyrinth fluid; there was no suppuration of the labyrinth. He had not considered making labyrinth tests, because at the first operation he believed that the labyrinth was seriously involved. The question of tying the jugularhad been raised many times in connexion with these cases, and some people had a tendency to delay ligature until it was seen whether the opening of the lateral sinus had not removed the danger. He had waited a couple of days in this case, and as the symptoms showed that the danger was not removed, he tied the jugular. He did not think the delay made any difference to the meningeal symptoms. The cerebrospinal fluid removed on the second occasion was as much as could be got to flow. Case of Epithelioma of the Meatus. By DAN MCKENZIE, M.D. MALE, aged 52. Suppuration of middle ear (left) for twenty years. Pain and facial paralysis came on a month before his first attendance at hospital. The fleshy and tender nature of a polypoid growth in the meatus raised a suspicion of malignancy, which was confirmed by the microscope (epitheliomna). An attempt was made to remove the growth A post-aural incision was made, and the typical mastoid operation performed; thereafter the membranous meatus and all the walls of the bony meatus were freely removed. The middle ear showed granulation of the usual purulent type; the apparently malignant growths seemed to be seated in the meatus, which was cut across close up to the auricle. Recurrence was observed six weeks after the operation, and the disease has made considerable advance since. The trend of the disease seems to be towards the outside, herein differing from epithelioina of the tympanum, in which the disease tends towards the nasopharynx.
